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 Description of structure:  One Story with a 

construction type of type II(000)

Sprinkler status: Fully sprinklered in accordance 

with NFPA-13

An unannounced complaint Life Safety Code 

survey was conducted 01/10/18 in accordance 

with 42 Code of Federal Regulation, Part 483: 

Requirements for Long Term Care Facilities.  The 

facility was surveyed for compliance using the 

LSC 2012 Existing regulations.  The facility was  

in compliance with the Requirements for 

Participation Medicare and Medicaid. 

On 01/07/18 Facility reported a leaking pipe to the 

sprinkler system. Facility reported they are 

waiting on Fire Safety Company to repair. No 

other details provided.

On 1/8/18 Follow up revealed break occurred due 

to water freezing. Break was repaired, however 

system cannot be flushed and recharged until 

ambient temperature rises and stays above 

freezing. Facility remains on fire watch until 

system fully restored.

Findings include:

On 01/10/18 between 9:00 AM and 9:30 AM it 

was observed that the leaking pipe to the 

sprinkler system had been temporary repaired 

and facility continues with fire watch.

 On 01/12/18 a permanent repair was completed 

by BFPE International Fire Safety, sprinkler 
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system back online and fire watch terminated. No 

deficiency noted, the above  was observed by the 

Director of Maintenance and the Facility 

Administrator.
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